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Swveyor: 28354

A complaint health survey for compliance with 42
CFR Fart 483, Subpart B, requirements for Long
Tsm Care faciitios, was conducted on 4/12/22,
Areas surveyed included quality of care and
preventative skin care. Wilrmot Care Center was
found not h compliance with the following
requiroments: FB57 and FGB6,

Wimot Care Center’s vaccination program was
reviewed for compiiance with the Centers for
Medicare and Medicaid (CMS) Quelity, Safety
and Oversight (QSO) memorandum
QS0-22-09-ALL, dated January 14, 2022, on

| 4112122, Wimot Care Center was found in
compiience,

F 857 | Care Plan Timing and Reviglon F 857
85=D | CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehansive Care Plans
ﬁaa.m(bxz) A comprehensive care plan must

(i) Developed within 7 days after complation of
the comprehansive assessment.

(i) Prepared by an interdisciplinary team, that
inciudes but i not fimited to—

(A) The attending physitian,

{B) Aregisterad nurse with responsiiiity for the
resident

{C} Anurse aide with respansibility for the
resident.

(D) A member of food and nutrition services staff. |
(E) To the extent practicable, the participation of
the resident and the resident’s reprasentative(s).
1 An explanation must be included in a residant's

medical recard F the participation of the resident
and their resident representative is determined

LABORATORY CIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES GIGNA TURE

TmE (8 DATE
Jan Yarn Beet., Odminictraton 05—06—28§_2l 6-202

AwdsﬁduwymmmdmwﬂuwmMnmmummmnwbammm“vmumm
mmmmmbhmmmmnm) mwmmnmwmnmmm
following the date of survey whsther o not & plan of comreetion s provided. For nusing homes, the sbove findings and pisns of correctin gre disclosable 14
cays following the dets these documsents are made avallable b the facilty: ldaﬁderﬂaaanmvadplmofmﬂmhmmlﬂabmnm
pragam participation.
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F 657 | Continued From page 1

not practicable for the development of the
resident’s care plan.

(F) Other appropriate staff or professionals in
disclplines as determined by the resident's nesds
or 3 requested by the resident.

(iNReviewed and revised by the interciacipiinary
| team after each assessmant, Including both the

| comprehensive and quarterly review
assagsments.

This REQUIREMENT s not met as evidenced

by:
Surveyor: 20354

Based on closed record review, interviaw, and
policy review, the provider falled to ensure one of
ons closad sampled resident (1) care plan had
been updated related o her pressure ulcer and
interventions for it Findings inciude:

1. Review of resident T's closed medical record
revealed she;

*Had been admited to the facility on 1/6/22,
*Did not have eny skin breakdown.

*Had been identified through assessments to be
Iariskfordovelophg pressura ulcers.

| “Was dependent on the staff for activitles of dally
| Iving (ADLS).

*Had developed skin breakdown during her stay,

Review of resident 1% 1/6/22 baseline care plan
had not idsntified any skin issues,

Review of resident 1's 2/4/22 care plan revealed:
*Afocus area for an activities of dally living
(ADLs) self-care deficit related to failure to thrive
end Guilein Bare diagnosis.

nterventions included she required:

=~Tolal assktance with care and had remained on
bedrast.

| =A Hoyer it for transfer into the wheelchalr,

pes7| Resident 1 was discharged and the
care plan can not be updated.

The Director of Nursing
Services(DNS)/MDS Coordinator will
update all resident care plans to
include any skin issues they may
have based on the Braden Scale and
weekly skin inspections.

5-11-2022
Interventions will be listed as per the

. Potential Interventions Worksheet and
i willinclude appropriate nursingand !
dietary interventions.

New resident admissions will have the
admitting Registered Nurse complete
a Baseline care plan within forty-eight
hours to include a full body skin
assessment, Braden scale and any
interventions that may be indicated. |
Charge nurse at bedtime will complete
the skin assessment as per education
provided May 5-11, 2022. Education
and Admission checklist will be located
at the Nurse's station for all new admits.
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F 857 | Continued From page 2 F857| F 657 cont,
*A focus area for Emited physical moblity. o \
=The goal was  remaln free of complications Any new skin issues or changes in the
related o immoblity including skin-breakdown. Braden scale scores will be communicated
~Thers were o interventions on how o remaln by the charge nurse to the resident's

free from ekin breskdown ralated o her lack of

Indeperdent mobifty end reliance on staff, primary Physician or designee, Certified

*A focus area for pressure ulcer refated b Dietary Manager and therapies as per the
immobiiity due to weeknass and COVID-18 Pressure Injury Prevention Policy.
diagnoses. : . Care plans will be updated by the charge
ke had'a by oer o rmobity nurse with appropriate interventions.

dus o weakness and COVID-19 diagnoses,
~The goal had ncluded o have Intact skin, be
frea of redness, blisters, or discoloration.

-interventions had includad: The Director of Nursing services
;M'“”m’ treatments as ofdared and monitor (DNS)/designee will audit new

|8 A‘:ﬁ""’mﬁ“ o . redident o Fi | residents for completion of Braden
&ven though the resident prefered that. Scale, skin inspection and baseline
~Folflow the fadiiity policies/protocols for tha Icare plan within seven days of
prevention/treatment of skin breeidown admission.

“There were no other individualized goals or

Interventions for ths prevention of prassure ucers
g i All Current residents will be audited by the

on the 2/4/22 care plan, 2
: Director of Nursing/designee for

interview on 4/12/22 at 10:50 am. wih completion of Braden scale, weekly skin

msxfmﬁ“‘f"ﬂ (DOI, N) 8 : inspections and care plan updates by

*They wars not sure whan the skin breakdown May 11, 2022 and then all checked weekly

had been initlally identified. for one month; twice a month for one

“They were m sho had scratches end month and then monthly. DNS/designee

°"°°',n '“I“"" ' | buttock area. | will report to the QAPI committee at the

1/19/22. the frst opon &ree Ve next meeting and then quarterly until

*They had her placed o a tumning schedite and committee recommends

ghe had been baen resistive o that. completeness.

*There was no dacumentation ¢he had been:

-On a tuming schedula.

-Resistive 1 staff repositioning her.

“The care plen showld have been updated o
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include prevention of skin breakdown

“There were no interventions put In place for the
prevention of skin breakdown on her csre plan.
“DON B fekt he should have had interventions
place b prevent skin breakdown when resident 1
was admiited.

*They considered thelr bed matiresses b he a
preventative measure for gkin breakdown.

Continued Interview on 4/12/22 at 10:50 a.m. with ?
DON B regardng resident 1 revealed: ]
*The Braden Scale was completed on the 7th day {
after admission [
*DON B agreed he should have marked more
Interventions for the prevention of skin breakdown
on herMDS,

*They had not had any residents I the faciity
with prassure ucers for three years,

“For wound management; i
~They referred to the ceriified nuree practitioner.
~They usad the physlcian's standing ordars ©
freat a wound,

=The nurse completed a skin assessment weeldy
and then documented the results in the freatment
administration record

“He wee nat aware Fthe physician had besn ' |
contacted regarding her skin issues.

~The Hydrocolloid dressing came from the
physiclan's standing orders.

*He was not aware ¥ the registered dietlian had
been notiflad of her sidn Issues,

*The wound murse had not come to the factiity
bacause resident 1 was being discharged homea
on Hosplce,

“The wound nirse was their wound consuitant,
“They had not documented wesldy ekin
assessments,

|
Review of the provider's December 2018 Care {
FORM CMS-2567(02-80) Provicus Vepsorn Obsolete Event x OHDKH Faclty 10: 0087 ¥ continuation sheet Page 4 of 18
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Continued From page 4
Plan policy revesled:
L L

-An individualized, comprehensive care plan that
inciudes measurable objectives and timetables ©
meet the resident's medical, nursing, mental and
psychological needs is developed for each
resident”

*"Procedure;

<6, Each resident's comprehensive care plan b
designed to:

—a Incorporate identified problem areas;

=b, Incorporate risk factors associated with
identified problems;

~c. Bulld on the resident's strengths;

—d Reflect the resident's expressed wishes
regarding care and treatment goals;

—e. Reflect treatment goals, timetables and
objectives in measurable outcomes;

-f, identify the professional services that are
responsible for each slement of care;

—g Ald in preventing or reducing declines in the
resident's functional status and/or functional
lovels;

-{, Reflect curently recognized stendards of
practice for problem areas and conditions.”

-"11, Asssssiments of residenis are ongoing and
care plans are revised s information about the
resident and the resident’s condition changa.”
Treatmant/Sves © Prevent/Heal Pressure Ulcer
CFR(s) 483.25(b)(1)(I)(l)

§483.25(b) Skin Integrity

§483.25(b)(1) Pressure ulcers.

Based on the comprehensive assessment of a
resident, the faciity must ensure that-

(h Aresident receives care, consistent with
professional standards of practice, o prevent
prassure ulcers and doss not develop pressure

F 657

F 688
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ulcers unless the individual's clinical condition
demonstrates that they were unavoidable; and
| (i) A resident with pressure ucers recolves

| necessary treatment and services, consiatent

| with professional standards of practice, to
promote healing, prevent infection and prevent

Based on closed record review, interview, poficy
review, and information submitted to the South
Dakota Department of Health (SD DOH), the
provider falled 1o ensure one of one dosed
sampled rasident (1) with a facllily acquired
presswre ulcer had:
| *“Boen identified & being a risk for developing
i| prossure ulcers.

*Complete and ongoing weeldy skin agssessments

Resident 1 was discharged.

The Pressure Injury Prevention Policy
was written and implemented and
reviewed by the Medical Director.

new ulcers fram developing.

This REQUIREMENT s not met as evidenced Nursing staff, including contract staff,

by: . . .
- and the Certified Dietary Manager will

be frained by the Director of Nursing
on the policy by May 11,

2022. Any staff unable to attend

| offered training will receive training on
their next scheduled shift. Education

Policy, including prevention, causes
and stages of pressure injuries;

| Fotiowlng ackmizsion. completion and schedule of Braden
#] men’enuons u‘esa" . H
ﬂ;’?‘:ﬁ}?;;nm ‘o pravent ° Scale; completion and scheduling of
*An updated care plan for the prevention of skin inspections; use of Potential
pressure ulcers, Intervention Worksheet; updating care

| *Physkcian notified of her pressure ulcer,
*Registered dietitian (RD) nofified of her pressure
ulcer.

I *Appropriate dietery interventions implemented,
| *A policy and/or procedure in place for pressure
| ulcers.

i Findings include:

| 1. Review df the document provided o the SD

; DOH regarding resident 1 revealed she had
developed a lame open sore [presswe ucer] on
her lower back.

FZReviewdlha Resident Census and Conditions
| of Residents complated by director of nursing

plans; notification — physician, family,
dietary and therapy; and required
documentation. On-going education
will be set up with the Wound Care
Consultant on a as needed basis.

Director of Nursing Services (DNS) or
designee will audit education
completeness on 5-12-2022 and
schedule any staff that did not attend.

will include: Pressure Injury Prevention |

5-11-2022
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{DON) B an 4/12/22 revealed:

-

| cognitive.

“There census was twenty-four residents.
*Twenty-four residents had recelved preventative
skincare.

“There were o reskients with a pressure ulcer.

3. Review of resident 1's medical record
revealed

*An admission date of 1/6/22,

*Discharged on 2/8/22 © her home on Hospice.
*Diagrioses of heart disease, adult falure o
tivive, disbetes meliitus type 2, and COVID-19.

Review of resident T's ¥/6/22 nursing admission
screening/history tod reveaied

*They had not identified any skin Issues.

*She was totaly dependent on’ staff far bed
mobiiity and transfers.

Review of resident t's 1/13/22 and 1/25/22
Braden Scale for Predicting Pressure Sore Risk
assessments revealed on
*1113/22 her score was 17 indicating she had
been at risk.

*425/22 her score was 12 indicating she had
been at high risk.

*The Braden Scale score was determined by a
score of:

~15-18: at risk.

~13-14: moderate sk

~10-12: high risk.

-9or balow: very high risk.

Review of resident 1's 1/13/22 admi ssion
Minimum Deta Set (MDS) assessment and the
V25/22 five day MDS revealed

*1/13/22 Brigl hisrview for Mental Status (BIMS)
examination score was fiteen indicating she was

All residents will have a current

weekly skin inspection completed by
May 11, 2022 by the charge nurse.

Any skin concerns will activate a
Braden Scale and care plans will be
updated as needed by the charge nurse.
Per policy, appropriate notifications

will be made and documented by the
charge nurse.

Refer to F657 Plan of Corrections.

Director of Nursing Services or designee
will communicate with the Dietary
Manager on an on-going basis on any
skin issues.

Director of Nursing Services (DNS) or
designee will audit education
completeness on 5-12-2022 and
schedule any staff that did not attend.

DNS/designee will audit nursing staff
documentation for weekly skin
inspections and care plan updates if
appropriate. Audit will also include
Braden Scale completion.
DNS/designee will report at the next
Quality Assurance committee

meeting and then quarterly until
committee recommends completeness.

i
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*1/25/22 BIMS examination score was ten
indicating she had cognitive impairment.
*13/22 and 1/25/22

-She required exlensive assistance from two staff
for bed mobility, transfar, dressing, toileting, and
personal hygiene.

-She wes at risk of developing prassure ulcers.
-No skin issues had been marked
<nterventions in place had been a preventative
device in her wheelchair.

~No other Interventions had been marked.

Review of resident 1's 1/6/22 baseline cara plan
had not kientified any skin issuies,

Review of resident s 2/4/22 care plan revealed
*Afocus area for an activities of dally Iiving
(ADLs) self-care deficit related b fafure o thrive
and Gudlain Barre diagnosis.

-Interventions included she raquired:

=Totdl assistance with care and had remained on
bedrest.

—A Hoyer it for transfer into the wheeichair.

*A focus area for imited physical mobility.

-The goal was o remain free of complications
related to immobllity including skin-breakdowm.
-There were no interventions on how o remain
frae from skin breakdown related © her tack of
independent mobility and reliance on staff.
“Afocus erea for pressure ucer related
immobility due © weakness and COVID-18
dlagnoses.

~8he had a presswe ucer refated o immoblity
due ¥ weakness and COVID-19 diagnoses.
-The goal had included © have intact skin, be
free of redness, blisters, or discoloration.
<nterventions had Included:

—Administer freatments as ordered and monitor
for effectiveness,

|
|
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~Avold posiioning the resident on her coceyx, ‘

even though the resident preferred that.

~Follow the facility policies/protocols for the
prevention/treatment of skin breakdown.

*There were no other individualized goals or
interventions for the prevention of pressure ulcers
on the 2/4/22 care plan.

Review of resident Ts nursing prograss notes
fiom Y/8/22 through 2/8/22 revasled on:

*1/6/22 at 9:16 p.m.: "No open areas noted.”
*112/22 at 9:16 p.m.: The nutrition assessment
completed by the RD had nat identified any skin
issues ar concemms,

*4/13/22 & 9:35 a.n.: The 1/13/22 MDS charting
had not identified any skin lssues -and altemating
ak matiress had been coded "no”

*4/96/22 a 11:40 am.: “Coceyx has a dark purple
color noted to sacnum, some areas of excoriation
noted to cocoyx. Applied Hydrocoliold dressing
(x-thin} to excoriated area for protection.”
/1822 at 1:03 am. YDaughter's neme] states
that she ks changing to [physiclan's name). She
states thal she had her Mom fo him yesterday
and that he is recommending that her Mom be
dischanged to home on hosplce.”

*1/9/22 a 1:54 p.m.: "OTA (oocupational therspy
assistant) questioning If they should confinue %
work with [residents name] if she is going

*1/24/22 at 1.57 p.m.: "Reskdont awake and alert
for most of the shift. Spent most of the shift i
bed but was repositioned every couple hours.
She did get out of the wheelchalr around 1300
(1:00) pm.*

*/25/22 a 3:30 p.m.: "Repositioned in bed ef this
time.”

*4/27/22 at 4:00 pm.; "Resting i bed all shiff,

siaff totally assists with all cares.”

FORM CMS3-2587(02.89) Pravous Varsions Obsolée Evert D: QHDKH

Foclllly . 0097 #f cortinuation sheet Page 9<f 16



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAD SERVICES

PRINTED: 04/26/2022
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCEES (X1) PROVIDER/SUPPLER/CLIA
AND PLAN OF CORRECTION DENTIFICATION NUMBER:

435118

((® MLTIPLE CONSTRUCTION
A.BUILDING

B WING

(X3) DATE. SURVEY
COMPLETED

041212022

NAME OF PROVIDER OR SUPPLIER

WILMOT CARE CENTER INC

STREET ADDRESS, CITY, STATE, ZP CODE
GOT4TH 8T
WLLMOT, 80 67279

SUMMARY STATEMENT OF DEFICIENCEES
DEFICENCY MUST EE PRECEDED 8Y RX4

(X4)D
PREFIX (EACH
i REGLLATORY OR LEC IDENTIFYING INFORMATION)

™e

o | PROVIDER'S FLAN OF CORRECTION po

DEFICENCY)

{EACH CORRECTIVE ACTIGN SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

%
F 686 Continued From page 9

*127/22 & 8:14 p.m.: "Coccyx area I8 excoriated
and resident s umed from side bb slde b assist
in healing.”
*1/29/22 & 11:00 a.m.: "Hydrocallold Dressing
X-Thin 10 cocoyx area avery 3 days and PRN
{when necessary) soiling unti healed.”
' *420/22 ot 12:43 p.m. "Resident raquesting o
: glay in bed for both breakfast end lunch today.
Her coccyx has an old deep tissue injury that B
currenlly unstageable. Areas of her cocoyx are
excorfaled, other parts are deep purple/black I
color. There ere no opening noted et this time.
Cleansed area with NS (normai sgiine), then
applied hydrocolloid dressing. Continue b fum
and reposition resident b alde in pressure relief
¥ coccyx”
*1/30/22 o 8:50 a.m.: "0l dressing © cocoyx
solled therefore removed. Open aress are
deansed with wound gpray and area dried.
Eschar and sloughing prezent. Wound beds
molst with some surrounding skin deep purple.”
“1181/22 a 2:17 pan.; “There s a 1° by & dark
area noted betwean her tall bone and her rectum.
Cleanses with wound cleanser. Bloody drainage
roted on the 4x4. Reapplied dressings.”
*2/7122 & 9:33 p.m.: "Skin assessad on bottom,
| dressing removed, There are numeroys open
| areas seen. R) {right) upper buttock with 3.7 an
(centimeters) by 2.8 em purple discoloration with
. a5 om by 8an open area in the center that s
! red and molst, R) mid inner buttock wih 3 cm by
1 om area that is white and molst. R} lower. innar
buttock wih a 1.5 om by 1.5 om area that Is
yallow In color. L) (left) inner mid buttock with 1.5
cm by 1.2 on area that is grey/white, L) upper
inner buttock with 1.8 am by 1 am that & black
and molst, somewhat soft 1 touch. Coccyx aréa
has 3 black areas. 1 om by.7 cm upper, 4 om by
4.3 om middle, and 1.7 om by 1.5 cm lower
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coceyx that ame all black and seml soft. A faw of
these areas ame slso bleeding and small amounts
of bright red blocd, Current dressing k not
staying in plsce due to the increased
moisture/bleeding so placed collagen powder and
1eifa 10 enfind open area. Wound murse s to ses
her tomorrow mid moming.”

*There were no consistant weeldy skin
assessments measuring the wound area once
identified

*There was limited documantation she had
refused 1o be tumed and/or repositioned,
“There was no documentation the physician or
the RD had been notffied after the pressure ulcer
had been kdentified

Review of the January 8-31, 2022 and the
February 1-8, 2022 {reatment adminisiration
record (TAR) for resident 1 revealad:

*January 2022

-A skin assessment had been completed on
1/6/22 for one tima only par physiclan's order,

-A slin assessment had besn completed on
1/31/22 for "skin assessment waekily. Chart under
skin'wound progress note every day shift every
Monday. Start date 1/31/22."

~There was no order or documentation weekly
skin assessments had been started unti] 1/31/22.
-Hydrocolioid dressing X-Thin 1o the cocoyx had
been documented on 1/19.22, 122/22, 125/22,
1728221 and 1131/22.

-The TAR stated, "Hydrocollold Dressing X-Thin
o coccyx area every 3 days and PRN solling untit
healed. every day shift every 3 day(s) for
excoration to cocoyx. Start date 1/19/22"
*Februaty 1-7, 2022:

+A gidn assessment had bean documented on
2/7/22 in the nursing progress notes.
Hydrocolioid dressing X-Thin fo cocoyx had been

F 686
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healed.”

schedule.
repositioned.

resident 1 revealed:

11222,

completed for her.

*Exam detals:
~Objective detalis;

Jaundica,”

F 686 | Continued From page 11
documented on 2/3/22 and on 2/8/22,
-The TAR stated "Hydrocolloid Dressimg to
coccyx area every 7 days and PRN soling untll

| Revew of the January 6-31, 2022 documentation
survey form for resident 4 revealed: .
*NMonitor skin ohservation:
-There were six out of seventy-eight opportunities
& had not been documented as being done.
*There was no documentation:

-Of having been on a tuming and repositioning

| ~She had been resistive to being turned andior

Review of the 1/16/22 through 2/8/22 Task

Monitor skin observation form for resident 1

revealed I had been documented for:

*dentification of red, open areas on 1/16/22.

*Twenty out of twenty-four days had been

documented for skin issues of red area, open
area, and/or discoloration.

Revew of the RD's nutrition assessments for
*She had completed a nubiition assessment on
<t had not [dentified any skin concems.

*There were no further RD nutrition assessments

Review of [physcian’s name] 1/17/22 family
medicine visit revealed:
*Date of service: 1/17/22 at 2:37 pm.

-Skin: Warm, dry, o lesions, no rashes, no

F 688

FOR CMS-2567(02-99) Provious Versiona Cbeolete

Evertt ID: GHDKH

Fudly Ky 0067

I contimuation sheet Page 12 of 18



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/26/2022
FORM APPROVED
OMB NO. 0938-0391

(%2 MLLTIPLE CONSTRUCTION
A BUILDING

{X3) DATE BURVEY
COMPLETED

C
04/1212022

NAME OF PROVIDER OR SUPPLIER

WILMOT CARE CENTER INC

STREET ADDRESS, CITY, STATE, ZIP CODE
5014TH ST
WEEIOT, 8D 57219

g0 |
PREFIX |
™|

 SUMMARY STATEMENT OF DEFICENCES
{EACH GEFICIENCY WUST, BE PRECEDED BY FRL
REGULATORY CR LSC IDENTIFYING NFORMATION)

F 686

Continued From page 12
*There was no documentation tho physician had
visually examined resident Ts buttock area.

{nterview on 4/12/22 &t 10:50 a.m. with
administrator A and director of nursing (DON) B
regarding resident 1 revealsd:

*They were not sure when the first time skin
breakdown had been identified.

“She had scratches and excoriation to the buttock

area,

*They thought the first open area was around
118/22,

*The Braden Scale was complated on the 7th day
after admission.

*They had her placed an a tuming schedule and
she oould be rosistive to that.

*There was no documentation she had beer:
-On a tuming schedule.

Resistive 1o staff repositioning her.

*DON B:

-Agreed he should have marked more
intervertions an the MDS for preventative care for
the prevention of pressure ulcers,

-Stated they had not had eny residents in the
facilty with pressure Wicers for three yaars.

*For wound management they:

-Referred 0 the ceriified nurse practitioner.
~They usedi the physician's standing orders o
treat a wound,

~The nurse did a skin assessment waeldy 2nd
then documented the resuits on the TAR.

*DON B was not aware i the:

-Physician had been contacted regarding her skin
issues.

RD had been nolifiad of her skin issues.

*The Hydrocolio'd dressing came from the
physician's standing orders.

*The care plan should have been updated.
*Thera were no nterventions put in place for the
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pravention of skin breakdown on her care plan,
*DON B should have had interventions I place fo
prevent skin breakdown.

*“The wound nurse:

-Had not coms into the faclity due fo resident
was going to go home on Hospice.

Was their wound coneutant.

*They had not documented weekly skin
assessments, and they should have,

*They conskierad thelr bed matfresses to be &
proventative measure for sidn breakdown.
*DON B agreed the MDS assessments could
have been coded differantly for preventative
medasuras for pressure ulcers.

They did not have a Pressure Uicen policy and
| procedure,

|
| Interviow on 4/12/22 at 12:05 p.m. with
| admiristrator A regarding a Pressura Ulcer policy
{ ravealed they:
*Used the wound policy.
*Did not have a separate Pressure Uicer policy.

Review of [name of fadiity] Dr Standing Ordars
signsd by resident 1's physiclan on 1/13/22
rovesled:

| **The licensed nurse may initiate the following

| medications and treatments in the event that a

| resident's condition warrants them.
:-Thosawllhaconsldmd“ﬂttenomersmdmy
| bs entered I PCC (Point Click Care) (@

; compuierized nursing documentation system) as
! written orders,

-Thay do not need b be sent b the MD (medical
doctor) for signafure a fhe time they are used
and transferred b the resident's chart.

-Notify MD dof significant symptoms or F the order
| s ot effective for the problem.”

|
|
I

FORM CAIS-2567(02-08) Pravicus Varsions Obsolete Event I QHDKH

Facly D: 0097

I contirumtion sheet Page 44 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 04/26/2022
FORM APPROVED

STATEMENT OF DEFICENCES (X PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICA (ION NUMBER:

435119

(X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
A BUILDING COMPLETED

it 04/12/2022

MAME &F PROVIDER OR SUPPLUER

WILMOT CARE CENTER INC

ITREET ADDRESS, CITY, STATE, ZF GODE
8014TH &Y
VALMOT, D ST219

(X490
PREFIX
™

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGLLATORY OR LSC IENTFYING INFORMATION)

D PROVIDER'S PLAN GF CORRECTION oy
PREFIX (EACH CORRECTIVEAGTION SHOWLD BE COMPLETION
T3 CROSS-REFERENCED TO THE APRROFRIATE e
DERICIENCY)

F 686

Continued From page 14

*"After business hours and all day on weekends
and holidays contect e on-call staff witl:

=1. critical resident care issues that need © be
addrassed prior o tha next provider visit.

-2, darification of admission orders that represent
critical concems.

<For al other matters, contact the primary care
team on the naxt business day.”

**8kin and Wound Management:

-6. Coltagen or hydrocolloid dressing b skin
ulcers PRN, change after 24 hours and then
change Q {every) 305 days or more often If solled
or coming off; open fo alr as heallng occurs; DIC
(discontinue) when heatad.

-8. May initiate pressure raduction matiress for
residents with high risk for skin breakdown.”

Review of the provider's 2/12/18 Wound Dressing
Change polky revealed

“ Al wounds wit be measured with the resident's
weekiy skin assessment and & needed.”
**Document location, length/width/depth,
appearance, color, drainage, odor, and resident
pain assoclated with wound and dressing
change.”

Review of tha provider's December 2016 Cara
Plan policy revealed:

"Policy

-An individualized, comprehansive care plan that
Includes measurable objectives and timatables to
meet the resident's medical, nursing, mental and
psychological nesds i developed for sach
resident”

**Procedure:

-8, Each resident's comprehensive care plan is

=b. Incorporate riek factors associated with

Foge
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identified problems;

—¢. Build on e resident's strengths;

-t Reflect the resident’s expressed wishes
iregardngca'emdh'eatmerngods;

—a. Reflect treatment goais, timetables and
cbjectives in measurable outoomes;

<1, identify the professional services that are
responsible for each element of care;

~g Ald In preventing or reducing dedlines in the
resident’s functional status and/or functional
-1 Reflect cuvently recognized standards of
praciice for prablem areas and condlYions.”
-"11. Assessments of resldents are ongoing and
care plgns are revised es information about the
resident and the resident's condition change.”

Ll

Refer o F857, finding 1.

|
|
|
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